Background: Malawi continues to experience critical shortages of key health technical cadres that can adequately respond to Malawi's disease burden. Difficult working conditions contribute to low morale and frustration among health care workers. We aimed to understand how obstetric care staff perceive their working relationships with managers. Methods: A qualitative exploratory study was conducted in health facilities in Malawi between October and December 2008. Critical Incident Analysis interviews were done in government district hospitals, faith-based health facilities, and a sample of health centres' providing emergency obstetric care. A total of 84 service providers were interviewed. Data were analyzed using NVivo 8 software.
Background
Malawi is currently facing a severe shortage of human resources for health as it operates with only 33 % of the health care workers needed to effectively deliver health care services to the population [1] . The nurse to population ratio is currently at 1:3,680 compared to the World Health Organisation's recommended ratio of 1:1,000 [2] . Nurse/midwives provide the bulk of primary health care services, but many rural health centres' have no full-time nurse or midwife despite the fact that 85 % of Malawi's population resides in rural areas [3] . Delivery of maternal health care is a particular concern, with maternal mortality rates at 578 per 100,000 live births [4] . Working conditions for nurse/midwives have been characterized by infrequent supervision and support, high and uneven workloads, and inequitable access to training, which have all contributed to low morale and frustration [5] [6] [7] [8] . The resulting loss of health care workers undermines health system capacity, as more experienced workers migrate and remaining staff face increased workloads, stress and demotivation, with obvious consequences for standards of care [9, 10] .
A growing body of evidence demonstrates the importance of effective working relationships on nurses' job satisfaction [11, 12] . The effect of job satisfaction on staff retention, patient satisfaction and organizational commitment has been documented [11, [13] [14] [15] , while positive working relationships between nurses, their colleagues and managers, are among factors perceived to directly affect motivation and performance [16] . Studies have also shown the importance of interpersonal skills and managers' relational competencies to improve the satisfaction of nurses. Communication, teamwork, conflict resolution and interpersonal skills are important management skills that can help improve manager/employee relationships, employee job satisfaction, quality care and work environments [17] . Chen et al. [18] also observed that work relationships between unit managers and staff promote organizational citizenship behaviours and can lead to low turnover intent in nurses. Further evidence relates the development of burnout to the interpersonal environment of the organization [19] ; while organizational commitment to promote staff welfare is linked to decreased staff burnout.
Leadership practices are key determinants of staff motivation and organizational performance, with strong and supportive leadership as a strong predictor of staff motivation and morale [16, 20] . It has increasingly been recognized that transformational leadership is a predictor of quality outcomes in health care settings. The key dimensions of transformational leadership are idealized influence, inspirational motivation, intellectual stimulation and individual consideration [21] . This style of leadership involves stimulating followers to perform beyond the level of expectations [21] , establishing leadership authority and integrity, and motivating and inspiring subordinates to pursue a shared vision of the future. These directly influence organizational citizenship behaviour and performance, staff well-being, patient safety and staff satisfaction [22] . Managers who use transformational leadership styles recognise and appreciate staff efforts, identify and reward good performance, ensure equal access to opportunities and promote good interpersonal relationships. These actions demonstrate that hospital management are interested in providing a good working environment and promoting staff welfare [23, 24] . This in turn influences staff motivation, increases job satisfaction and results in low staff turnover [25] [26] [27] [28] .
In contrast, the key elements of transactional leadership are contingent reward, management by exception and laissez-faire leadership [29] . Transactional leadership assumes that punishments and rewards are necessary to motivate people, leading to a manager-subordinate working relationship based on 'give and take' if staff meet expected levels of performance [21] . The leader's focus is on monitoring how well tasks have been accomplished, identifying and correcting problems to maintain desired performance levels [29, 30] ; often the leader avoids making any decisions at all. This leadership style is associated with increasedstaff dissatisfaction and turnover. Staff are left feeling unsupported due to a lack of meaningful interaction with their managers, whichinfluences staff decisions on whether or not to stay in their job [13, 25] . Staff burnout, job dissatisfaction, staff turnover and absenteeism are important variables in understanding the impact of transactional leadership on organizational performance. Analysis of these factors is crucial to understanding manager-staff relations and their impact on staff development and delivery of high quality care.
Poor or inefficient working relationships are associated with mistrust, chronic stress, and dissatisfaction among nurses, which have a negative impact on organisational performance. Attention to positive working relationships is essential for the development of work environments with low staff burnout or reduced turnover and also where safe and excellent care can be provided to patients and their families [31] . Recent studies on human resources for health in low-income settings have focused on motivation and retention of health care workers in general [13, [32] [33] [34] . The impact of health care manager and staff relationships on retention and performance has been mentioned in very few studies [24] . In Malawi, there is little evidence to highlight the impact of the working relationship between managers and nursing staff, despite reports that poor relationships cause distress [35] and many qualified nurses continue to leave the health service. Along with clinical officers, the enrolled and technician cadres of nurse/midwife are the mainstay of the Malawian health service at the primary care level [8, 36] .
This study was part of a larger project, Health Systems Strengthening for Equity (HSSE), whose goal was to expand the evidence base in support of effective use of midlevel providers (MLPs) in maternal and neonatal health. HSSE aimed to increase recognition and effective use of MLPs, and advocate for an enabling environment that optimizes their performance in order to strengthen health systems. Improving human resource management (HRM) is a crucial issue for Malawi's Ministry of Health (MOH). To date, there are limited data on health workers' perceptions of the impact of their relationships with health facility managers on retention and performance. Understanding the work environment for nurses/midwives and how they relate with their managers is crucial to ensure that they are well supported and enabled to deliver a good standard of service, especially to the rural population. This can assist in the development of realistic strategies to retain nurse/midwives working in primary care facilities or districts and improve their performance. This study therefore sought to understand how nurse/midwives perceive their relationship with their managers.
Methods

Study design
This qualitative exploratory research study was part of the larger HSSE study. In-depth interviews with facilitybased health care providers were done using Critical Incident Analysis (CIA). The critical incident technique [37] is a flexible tool that uses probing questions to elicit events that have particular importance for participants. This methodology is often used to explore events that respondents feel have been critical to their experience of their job [38] .
Study setting and population
This was a near national study that cut across Malawi and involved 25 of Malawi's 28 districts. Participants were selected from government district hospitals, Christian Health Association of Malawi (CHAM) health facilities, and a sample of health centres providing emergency obstetric care. Information circulars were sent out to facilities a week in advance, inviting participation. Nurse/midwives were often located in the maternity unit, but maternity and/or facility in-chargesalso assisted in identifying other staff involved in obstetric care who were located elsewhere in the facility. A purposive sample was used to recruit eligible respondents. These had to have performed at least one of the Emergency Obstetric Care (EmOC) Signal Functions 1 in the last 3 months and to have experienced an incident within those 3 months that had made them seriously consider leaving their job. A total of 84 eligible health care personnel within selected facilities participated in this study.
Data collection
Data collection took place from October-December 2008. The CIA interview (Additional file 1) was an anonymous, semi-structured interview designed to identify specific incidents or moments of high salience that had a pivotal impact on a person's experience of their job. To avoid confusing the word 'critical' with clinical emergencies or medical errors, participants were simply asked, "In the past 3 months has there ever been a time when something happened to make you seriously consider leaving your job?" A series of probing questions were then used to invite participants to:
Describe the incident; Identify the events/factors leading up to it; Recount how the incident had made them feel; Describe any impact it had on their performance; and Discuss where they would go if they did leave the facility.
Most interviews were in English and were recorded and transcribed verbatim in Microsoft Word. A few were conducted in Chichewa, a common local language, at the participant's request. These interviews were transcribed in Chichewa then translated into English by researchers who were fluent in both languages.
Data analysis
Data were analyzed using NVivo 8 qualitative software [39] by a team of experienced researchers familiar with the context and the existing literature. A process of inductive and deductive coding was used to identify emerging themes [40] . The main emerging thematic areas were further expanded into sub-nodes during data analysis. Detailed descriptors of each node allowed the analysis teams to validate the content of nodes and discuss their coding and interpretations of the data in detail to improve inter-coder reliability and enhance dependability of the analysis.
Results
Demographics of the study population
Eighty-four health workers participated in this study. Table 1 outlines participating cadres as categorized in the Malawi Health Service Strategic Plan [36] .
The majority of respondents (69 %) had seriously considered leaving their post as a result of the incident they described. The most common factors reported were related to issues with managers. Themes identified within this category were challenges in the working relationship with managers and lack of managerial support for staff performance and welfare. Underlying these were problems in communication between managers and staff. This paper reports on those respondent's who felt pushed to the brink of leaving their posts. However, it is worth noting that the remaining participants (31 %) who were demotivated, but had not seriously considered leaving, described similar experiences when they talked about interactions with their managers.
Challenges in working relationships
Open criticism and a negative, fault-finding attitude were dominant themes in the relationship between management and MLPs. Many respondents were frustrated by management behavior and supervision practices that looked for mistakes and accused them. They felt demotivated and their work performance was affected. "I don't work well because I am always in hot soup everyday…Everyday she finds a mistake to shout at me without any proper reason." (NMT, 3142) Others reported unwillingness to report for duties because they received threats from their managers each time they made a slight mistake. "What they look on are the mistakes you do, not the good things you have done." (ENM, 4122) This negatively affected morale and for some MLPs meant they had no desire for work.
The hierarchy between management and staff led to incidences of poor treatment, particularly of junior staff and new recruits. This left staff feeling they were not treated like human beings, while other colleagues had been driven to leave. "People have left the hospital, people have joined NGOs, because of the attitudes towards new recruits…the way they speak and the way they supervise you is more of a picking somebody…or picking on your personal weaknesses…they want to show their superiority by intimidating others." (CO, 3032) Others reported incidences of managers shouting at junior staff instead of helping them. This degrading treatment in their interactions with managers included being shouted at in front of colleagues and patients, or being treated harshly, making staff feel their work was not being appreciated "…because when they shout at me, it's like I have done nothing…to their patients." (NMT, 1031). Others reported how this impacted on retention. "If these people are really willing to retain their health worker they need to change their attitudes towards their juniors or their subordinates. That is very important." (NMT, 3012)
Favoritism by management was reported as a significant demotivating factor. MLPs complained that management showed overt preferences regarding who accessed inservice training (upgrading or refresher courses), even when trainings were not relevant to them. "…there's segregation… I have been working here for 4 years and if there are trainings like PMTCT, which most of it is for maternity, they were taking other people whom they know…I have gone only once to attend a course." (NMT, 1061) The same was reported for participation in workshops or seminars. "No, no…I don't go for workshops. She [Matron] doesn't consider me in any other field. I can say that when I go for training this month I should expect 6 months or more than that to go for another training, yet my fellow friends can go for training every week, and every time the workshops are advertised." (NMT, 3142) This unfairness led to frustrations and negatively affected work performance.
Favoritism in the way salary top-up allowances were administered was also reported. MLPs complained that these are not paid equally, especially in CHAM hospitals. "We were told that those who started work earlier will get higher top-up allowances than those who just started. However, the allowances were increased and those who have worked for 2 years received more than those who have worked for many years." (NMT, 4073) Unfairness was also described in the unequal disbursement of salary advances or loans, giving the impression that some cadres were less important than others. "I was looking for a loan to pay for school fees…she [administrator] said…we do not have the loan to give to people…barely a week [later] some clinical officers went there to ask for the loans and she gave them." (Community ENM, 4072)
This lack of transparency generated distrust towards management among nurse/midwives, but some staff also described incidents where their leaders openly demonstrated lack of trust in them, affecting their hard working spirit and confidence. Some reported feeling insecure and afraid in case their boss sent bad reports to their employer, which might even lead to their suspension from duty. "… my job being at stake now. Each time I carry out my job I only think of may be somebody is going to report such a thing. So I am really working under pressure. Working under such circumstances is very dangerous." (CO, 3032)
Lack of managerial support for staff performance and welfare
MLPs were acutely aware of their need for supportive supervision, particularly in maternal care, as "…labor ward is a delicate area…" (NMT, 4121) Staff commented on overwhelming workloads in maternity wards and fear of maternal death. These difficulties were most apparent when they found themselves alone on the wards with no one else to help them, or struggling to find senior staff to assist and mentor them. "So not only when something has happened then the management should come in, but we want them supervising and supporting us always. But because of this maternal death, it's when they came saying that we didn't care for this woman…but we were already complaining that this management team isn't supporting us, so we really felt bad." (NMT, 4121) Junior staff also reported that they did not get the necessary support from seniors when problems arose. In addition, some managers were thought to have insufficient appreciation of the particular challenges involved in maternity care. "This matron is not a midwife so he doesn't understand what happens in maternity. So mostly…he is fond of pointing out mistakes." (RN/M in-charge, 1011) Respondents described the impact they felt supportive supervision would have across a range of measures. These included identifying weaknesses, facilitating skills improvement and performance, and providing a mechanism for junior staff to learn from more experienced colleagues. "With good support, then we can be a performer."(RN/M, 1011) Others tried to be proactive in patient care but were demoralized when management did not take action on their decisions or requests, or failed to act upon suggestions fast enough to impact on patient outcomes. "…if I want something to be done to a certain patient, an idea that can benefit the patient, and then management cannot act or provide what is needed, I feel like I have not helped the patient and I am doing nothing." (NMT, 1091)
MLPs reported working for many months without hearing from their managers or supervisors on how they were performing. "…I have worked for 10 months…but they do not say anything like 'you are doing your work well' so you don't know your weaknesses." (ENM, 4091) Staff felt they would benefit from being told if they were doing well, instead of their managers just keeping quiet. Others complained that their managers did not recognize or acknowledge good services or performance. They also mentioned the critical impact of not being appreciated by their managers for the work they do, and how motivating it would be to receive even a small recognition of how hard they try in difficult circumstances. "Everyone needs to be appreciated when you have done a good job." (NMT, 4121) Appraisal that only offered negative feedback was reported to have a detrimental effect on performance, leaving some MLPs demotivated and lacking enthusiasm for work. "…it really affected my performance. I would say for about 2 days I didn't touch a patient…If you are demotivated, you don't have a feeling to work and at the end you find out that the patients are the sufferers." (RN/M, 3041)
Managers' failure to consider personal needs left nurses feeling unvalued and unsupported. If staff approached management about problems at home many were rebuffed. Managers would often say that they were not responsible for staff welfare. "…if my welfare is not taken care of, I don't think I will be at work place attending to patients while I have a problem at home. I will not work because I want to solve my problem at home. This definitely affects my work performance." (CO, 3091)
Many of the concerns reported by MLPs were linked to a perceived lack of management skills, particularly in terms of communication. There were frequent references to the need for open communication and for management to listen to staff concerns, as staff should have a voice. The lack of respectful communication, such as shouting, harshness and lack of attention to staff ideas, was thought to have an impact on nurses' intentions to leave the facility. "I have seen some staff running away from the hospital going for another one. Because there has not been good communication or relationship between the boss and the nurse…the way they communicate to the subordinate." (RN, 3041) The same individual suggested that, "…Ministry [of Health] should make the opportunities to have managers go through such a process… leadership skills, conflict management, team management, these kind of things, they would be helpful."
Discussion
Efforts to improve health service leadership are crucial to the provision of high quality care. Attention must be paid to equip nurse managers with effective leadership skills and tools that would help them to build an effective leadership style appropriate for their contextual environments. However, the findings from this study show a negative picture of the management and staff relationship in Malawian health facilities. Despite considerable evidence on the benefits of transformational leadership, such as staff motivation, stimulating creativity and innovation, improved retention and decreased burnout [41] [42] [43] , transactional leadership styles and behavior were a common feature of health workers' narratives. Management by exception, which is significantly correlated with nursing turnover, was commonplace and staff were demoralized by open criticism and fault-finding attitudes. The hierarchical nature of the health care system was reflected in the harsh treatment of junior staff, as well as other disrespectful interactions, such as being shouted at by managers. Many managers were perceived to display a lack of concern for people and demonstrated poor relationship behaviors. It is clear that the current leadership model in Malawi is not based on existing theoretical understandings and causes considerable distress to staff, including pushing them to consider leaving their posts. The MOH needs to urgently reconsider its HRM policy and set in motion focused and explicit efforts to train managers at all levels in the requisite skills, knowledge and, most importantly, attitudes, to support, motivate and engage the health workforce.
Respondents reported unfairness in the way managers interacted with them including overt favoritism, a lack of confidence or trust in staff and unfairness in allocation benefits, such as training or allowances.
These were key drivers of staff dissatisfaction and are destructive to the working relationship between manager and staff [32, 44, 45] . They generate a lack of trust that has implications for workplace relationships and organizational commitment [46] and may have consequences for patient care [47] . These findings are consistent with other studies conducted in sub-Saharan Africa, which have shown that health system favoritism enhanced feelings of injustice leading to staff demotivation [44, 48] , but add to them by showingthe potential impact on staff attrition. Unless this hidden behavioral aspect of the work environment is addressed, nurses are likely to continue to leave the health sector for more attractive employment opportunities elsewhere. A manager who wants to have an effective and cohesive team needs to be honest, realistic, and fair when it comes to interactions and expectations. This could be achieved by adopting a more transformative leadership style, based on fairness, empathy, trust and empowerment of health workers, to build staff confidence and treat staff equally [22, 49] .
Healthy practice environments, where nurses feel respected and valued, positively impact on staff satisfaction, retention and organisational performance [50] . Staff retention improves when staff feels supported by their nurse manager and this is often linked to a manager's approachability, openness and balance when dealing with problems that arise during work [51] . The lack of positive contributions from nurse managers affects junior staff since they operate in a context where they suffer accusations for making mistakes. This problem has been largely attributed to inadequate supervision and mentoring. Effective clinical learning environments are characterized by their non-hierarchical nature [52, 53] and positive mentoring supervisory relationships [49] . Mentoring promotes interaction between staff and managers and facilitates the acquisition of skills and knowledge. Promoting the growth and development of junior staff is a major issue in light of the Malawi government's efforts to alleviate the human resources crisis in the health sector. The Emergency Human Resources Program and any further new plans to boost nurse/midwife numbers will be undermined if the growing cohort of newly qualified health professionals remain dissatisfied due to a lack of supervisory support [7] or find themselves without supportive HRM when they reach their posts.
Supervisory support assures health workers of someone who is on their side and can help resolve problems they encounter in their work environment. In Malawi, nurse/midwives are the mainstay of maternal and newborn health care service provision [54] . Supporting their performance and advancing their knowledge and skills is crucial and is one of the strongest predictors of nursing staff satisfaction in the workplace [51] . However, in Malawian health care settings, transactional leadership characteristics and behavior commonly manifest through managers' minimal support for these cadres, staff reporting lack of feedback on performance, as well as staff concerns, lack of recognition and appreciation of staff, and unequal access to training opportunities that were based on favoritism, rather than need. Supportive leadership is a key element of transformational leadership. A leader should provide practical support for staff and promote development of knowledge, skills and abilities to improve quality of patient care, as well as paying attention to staff concerns and offering helpful, positive feedback on performance and appreciation [22] . Effective leadership skills will have a positive impact on staff morale, job satisfaction and turnover, and in the delivery of safe and high-quality patient care [55] . For supervisory support to improve, training to build the capacity of managers in mentorship, coaching and role modeling is crucial. This would help create a stable and supportive environment for professional growth and development, and encourage junior staff to learn from senior ones [20] .
An additional challenge identified by participants was the lack of appreciation or understanding that nurse managers have of the difficulties staff face in their current work environment. The stress of working in maternity wards without adequate management support and management's failure to take action on requests or make timely decisions on patient care had an impact on staff retention and was reported as a major concern. The importance of supportive leadership behavior for job satisfaction and the intention to stay in nursing has been described previously [56] [57] [58] . Stress and leadership factors continue to impact on nursing staff's turnover intentions [25] while support from supervisors and leaders can have demonstrable effects. These include decreased turnover intent [59] , moderation of the stress-satisfaction relationship [60] , reduction of emotional exhaustion and buffering of the negative effects of the job environment [61] .
Apart from stress and inadequate management support, the experience of maternal and neonatal deaths, or fear of being involved in a maternal death, were reported to be significant factors in staff demotivation and caused some staff to seriously consider leaving [62] . This is a particular concern in the context of extreme staff shortages. Health care managers with effective leadership skills are an essential component of the solution for ending the staff shortage, but explicit attention to training of these cadres in leadership skills and behaviours is currently inadequate. Implementing strategies to ensure effective leadership is paramount. It is crucial that policy makers take steps to develop and promote viable health service leadership, based on existing theoretical understandings and evidence, to achieve the goal of providing quality care for health care consumers especially in resource constrained settings like Malawi.
A core perception of staff in this study was that management did not care about their welfare. Requests for assistance were often rebuffed or some cadres were helped while others were not, leaving some staff feeling unvalued and unimportant. This is typical of a transactional, laissez-faire style of leadership, where leaders demonstrate uncaring attitudes and avoid making decisions or taking any responsibility for staff personal needs [30] . The resource-poor context and low salaries in the Malawian health system force many health care workers to depend on salary advances and loans. Paying attention to how these are awarded is important to improving performance and retention of health workers. Employees in an organization evaluate the extent to which the organization values their contributions or cares about their well-being and is ready to help them. When perceived organizational support is high, employees are happier, more engaged and more committed to the organization [51] . As such, nurse managers need to treat employees fairly with regards to distribution of resources and outcomes since employees constantly check how they are treated in comparison to their colleagues [63] . This is important, especially in the health care context and culture in Malawi, where inter-professional rivalry is a strong feature [64, 65] . It is the comparison with others that leads to a sense of being treated unfairly, suggesting inequity in the distribution of resources and opportunities. The extent to which the nurse manager demonstrates empathy, consideration and ability to meet the needs of the team members has been emphasized as an important element of supportive supervision [66] .
Limitations
The main purpose of this study was to identify tipping points that made participants feel demotivated or seriously think about leaving their jobs. As such, the incidents recounted were necessarily of a negative nature and it may be the case that a different focus would have revealed instances of positive leadership behaviour in this context. Generalizability of the findings is a concern due to uncertainty whether these individual narratives are representative of the larger MLP population. Future research into positive examples of nurse-manager relationships could be used to identify transformational leadership behaviours in this context and to describe factors enabling or blocking this management style.
In Malawi, rural health centres are often understaffed resulting in more severe workloads than in hospitals. However, only a small percentage (10 %) of participants from health centres' were interviewed in this study and yet their work conditions are different from those working in hospitals. In addition, the topic under discussion was sensitive and some of the MLP were not very comfortable to reveal their concerns to outsiders for fear of reprisals or even risk of losing their job. Others considered this as an opportunity to air their concerns and find solutions to their problems. This put the interviewers in an awkward position since they had to maintain their position and integrity as a researcher and not a counsellor/adviser.
Another limitation was that this study focussed only on views of staff. Nevertheless, similar concerns were voiced across a range of nursing and clinical cadres, enhancing confidence in the trustworthiness of the results and indicating that poor relationships were commonplace. It would, however, be interesting to explore managers' perceptions of their working relationships with health facility staff. It would also be preferable to triangulate qualitative data on staff allegations of unfair access to training or loans with a review of facility records. However, record keeping and information system challenges in Malawi would have made this impossible at the time the study was undertaken.
Conclusion
Findings from this qualitative analysis identified several factors that influenced obstetric care providers' demotivation and intention to leave. The pervasive and negative impact of poor management-staff relations and lack of support for staff performance and welfare were compounded by a lack of transparency in HRM practices, particularly in access to training and resources. A model of transactional leadership behavior prevailed, evidenced by management by exception and lack of feedback or recognition from managers. These factors demotivate health workers and undermine their efforts. The importance of transformational leadership in nurse-manager relationships cannot be overemphasized. A shift to this style of leadership in Malawi is urgently needed in order to improve the working relationships between managers and staff. This will not only improve providers' job satisfaction and staff retention, but will also ensure efficiency in health care delivery in Malawi.
Endnotes
1 Basic EmOC-administer parenteral antibiotics; administer uterotonic drugs; administer parenteral anticonvulsants for pre-eclampsia and eclampsia; perform manual removal of placenta; perform removal of retained products of conception (e.g., manual vacuum aspiration, dilation and curettage); perform assisted vaginal delivery (e.g., vacuum extractor); perform neonatal resuscitation (with bag and mask). Comprehensive EmOC-all the above, plus perform surgery (e.g., caesarean section); perform blood transfusion.
